The problem of the surgical treatment of intracranial aneurysms was brought before the Cushing Society in April of 1938. At this time German2 reported a posterior cerebral aneurysm that had been successfully excised. The problem of the proper selection of cases in which operation would be indicated formed the basis for most of the discussions of German's paper. The experiences of Godfrey Jefferson were cited and several individual experiences were related (McKenzie, Lyerly, and Fay). In these later cases the aneurysm, in the majority of instances, had been diagnosed at the time of craniotomy, removed, and survival had followed in more than one experience. Many of the members had observed spontaneous recoveries, and Wilkins reported a case in which 16 years elapsed following complete recovery before the second rupture occurred. This patient survived with a partial hemiplegia. In May of 1938 vertex headache. This persisted in its extreme phase for one week. Two months later he began to have visual accommodation difficulties, unexplained and uncorrected through ophthalmological efforts. One month before hospital admission there was a sudden recurrence of the intense headache and within 12 hours after its onset an ophthalmoplegia of the right eye was as complete as on the day he entered the hospital.
On the third day of hospitalization, the patient complained of a sudden exaggeration of his headache and promptly developed a generalized convulsion. He emerged from this ordeal with a complete left hemiplegia, and for a period of about 12 hours his general physical state was so unstable that survival was questionable.
With the story of three vascular episodes in a period of five months and each definitely more damaging, it appeared that if the patient was to live some radical efforts would be necessary. Clinically his aneurysm was within the cavernous sinus, but desirous of accurate localization, as well as of some knowledge of the extensiveness of the vascular sac, direct injection of the internal carotid artery with 10 cc. of thorotrast was carried out (Fig. 1) . Following this injection, with one hour of temporary ligation of the already exposed internal carotid artery, permanent ligation and severance were effected.
Ten days elapsed before the craniotomy was carried out, during which time a marked improvement of the hemiplegia took place. A larger osteoplastic flap than was necessary was turned down, hoping to minimize any further trauma to an already damaged hemisphere. Exposure of the carotid artery just beneath the right optic nerve permitted identification of the anterior communicating artery, and two silver clips were placed anterior to this communicating vessel. Convalescence was normal and the patient was dismissed from the hospital 16 days after the craniotomy. Now, four months after operation, there remains some spasticity in the left arm, a slightly enlarged right pupil, and a limitation of upward and downward movements in the right eye.
The question naturally arises as to whether this patient might not have survived, as have many others, the hemorrhage which occurred in the hospital. The rapidity with which his ruptures occurred prompted the skepticism in reference to this question. Direct thorotrast injection permitted definite pre-operative plans, and allowed ligation of the internal carotid artery in the neck at one operation. Successful "trapping" of the aneurysm has permitted a definite prognosis as to the aneurysm contained within this man's right cavernous structure. il.
